Incidence
The only figures available are those of the Cooperative Study where 121 carotid-choroidal aneurysms were reported in the series of 2672 single aneurysms, an incidence of 4.5 % .3 In common with carotid-ophthalmic aneurysms (see preceding article2), the incidence of multiple aneurysms in this series is high (2 of 7 cases). It is important to realize that when another aneurysm was present it arose just below the first, at the origin of the posterior communicating artery, the necks of the two aneurysms tending to obscure each other, or even appearing as one aneurysm (Cases 1 and 4).
Signs and Symptoms
There were no features distinguishing carotid-choroidal from carotid-communicating aneurysms. TWO patients had third nerve palsies (Cases 1 and 3), but in Case 1, the paralysis was undoubtedly due to the subjacent and larger carotid-communicating aneurysm. In two patients (Cases 1 and 4) the carotid-choroidal aneurysm was small and intact, the hemorrhage being caused by the Received for publication October 2, 1967. Revision received February 5, 1968.
FIG. 1. Tracings of carotid-choroidal aneurysms.
The choroidal artery is shaded.
carotid-communicating aneurysm below. The severe diabetes insipidus in Case 4 was probably not a unique feature of bleeding from this aneurysm.
Technical Aspects
The operation approach is subfrontal and along the sphenoid ridge, as for carotid-communicating aneurysms. This allows the neck of the aneurysm to be exposed and dissected free for occlusion without disturbing the fundus. Because of the danger of infarction in the basal ganglia, every effort must be made to spare the choroidal artery. This should not be difficult, since in these cases the aneurysm tended to project laterally while the anterior choroidal artery curved med;.ally before entering the choroidal fissure, leaving a reasonable angle of separation. Unless the clip applied projects too far beyond the neck, the choroidal artery should not be injured. In each of the three patients having postoperative angiography, the choroidal artery was seen to be intact.
As mentioned previously, there is a tendency for coexistant choroidal and communicating aneurysms to obscure their respective origins. Because of their proximity, in two cases the presence of the other aneurysm was not appreciated until operation. Case 4 is an example.
Case Report
Examination. This 29-year-old woman was admitted in a stuporous state following a single subarachnoid hemorrhage. Angiography revealed what appeared to be bilateral carotid-communicating aneurysms. The larger one was on the right and although its broad, ill-defined neck was commented upon, its significance was not recognized preoperatively (Fig. 2 left) . The patient recovered quickly but operation was delayed for 14 days to control a severe diabetes insipidus, presumably related to the hemorrhage.
Operation. As the thickened arachnoid was removed, it became apparent that another smaller aneurysm lay directly above and was adherent to the carotid communicating aneurysm, explaining the rather unusual angiographic appearance. Even under hypotension (40 mm H g ) , it was with some difficulty that the bases of the two aneurysms were separated, so that a Mayfield clip could be applied across the neck of the lower and larger sac. After several awkward, unsuccessful attempts were made to clip the carotid-choroidal aneurysm which was small and in clear view, it was encased in plastic. It took only a few minutes to clip the left carotid-communicating aneurysm.
Postoperative Coarse. The patient made an uneventful recovery, and postoperative angiography showed very clearly the position of the carotid-choroidal aneurysm with the overlying shadow of the carotid-communicating aneurysm removed (Fig. 2 right) .
Results
The results in the seven cases of carotidchoroidal aneurysm are shown in Table 1. Fro. 2. Case 4. Preoperative oblique view (left) shows overlapping shadows of carotid-choroidal and carotid-communicating aneurysms simulating a single broad-based aneurysm. Postoperative angiogram (right) shows the clip applied to the neck of the carotid-communicating aneurysm which allows the outline of the small carotid choroidal aneurysm to be seen clearly (arrow).
